Trauma as a cause of CRAO has been reported as a sole factor or in association with other systemic pathology such as haemoglobinopathies and coagulation abnormalities. 4, 5 Trauma can be directed to the eyeball or the head. The possible mechanisms that cause closed-eye CRAO can be compression of the central retinal artery induced by a haematoma, 3 by air in case of orbital emphysema, 6 or raised intraorbital pressure resulting from swelling of orbital soft tissue. Direct compression after surgical repair of orbital blow-out fracture with a Teflon plate has been reported. 7 Common to these conditions is damage to the endothelial cells of the artery with exposure of the underlying collagen, which stimulates platelet aggregation and thrombus formation. 2, 8 If CT/MRI scans show a significant haematoma, the patient requires an urgent neurosurgical referral for decompression.
Severe reflex vaso-spasm initiated as a direct response to concussion injury to the arterial wall smooth muscle is another mechanism.
9 As there was no evidence of severe ecchymosis or proptosis, we can only postulate that this was the possible mechanism in our patient. Some authors have suggested stellate ganglion block to relieve the spasm if the patient is seen within 4 h of injury.
9
Blunt ocular trauma can lead to commotio-retinae, a relatively benign and self-limiting condition, which does not require any specific treatment. Trauma can also produce CRAO. Rarely, as in our case, the two can coexist with commotio-retinae masking the clinical appearance of CRAO. A patient with such a history but with profound visual loss and RAPD should raise suspicion of CRAO. If optic nerve contusion and compression are ruled out, then spasm of the retinal artery is the likely mechanism for CRAO. If seen within 4 h of injury, aggressive measures may be undertaken to alleviate spasm. Chronic dacryocystitis develops secondary to obstruction of the nasolacrimal duct (NLD) caused by infection or inflammation. The patient presents with epiphora, a mucocoele that can become secondarily infected due to tear stasis (acute or chronic dacryocystitis) or a chronic discharging fistula to the skin. The treatment of chronic dacryocystitis is usually with an initial course of broad-spectrum oral antibiotics followed by external dacryocystorhinostomy (DCR) and intubation. However, prior to the development of DCR surgery in 1904, chronic dacryocystitis was managed by dacryocystectomy (DCT), whereby the lacrimal sac and any fistulae present were excised. 1 We report a case of a frail, elderly patient in whom DCT was preferred to DCR surgery and resolved a chronic dacryocystitis that had been resistant to antibiotic treatment.
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Case report
A frail 71-year-old man with chronic epiphora and discharge of several months duration presented to the eye casualty department with a 2-day history of a localised tender, erythematous swelling over the right infero-medial canthal area with associated preseptal cellulitis. There was also mucopurulent discharge from a fistula over the lacrimal sac and acute dacryocystitis. He Eye had undergone a dacryocystogram to investigate his persistent right-sided epiphora just 3 days earlier, which showed total obstruction of the NLD on the right. He had pseudobulbar palsy secondary to brainstem cerebrovascular disease resulting in expressive dysphasia and difficulty swallowing. He was on treatment for hypertension and duodenal ulceration. He was admitted and treated with intravenous cefuroxime and metronidazole and topical chloramphenicol. He was discharged 3 days later on Augmentin when the preseptal cellulitis was much improved. Unfortunately, he represented 4 days later with recurrence of a localised abscess and purulent discharge from the fistula, but no preseptal cellulitis (Figure 1) . The abscess was drained and packed with povidone iodine-soaked ribbon gauze and he was referred for urgent surgical treatment.
In view of his poor medical condition, DCT was performed rapidly under local anaesthesia rather than OCR. During surgery, the lacrimal sac was excised in one piece (Figure 2a) . The proximal end of the nasolacrimal duct was cauterised. Probing of the canaliculi revealed an occluded superior canaliculus and a patent inferior canaliculus, which was cauterised. The fistula was also excised. A pressure dressing was left in situ for 3 days and he was discharged home on oral Augmentin and topical chloramphenicol. The skin sutures were removed at 1 week and he has had no further recurrence of dacryocystitis or fistula formation (Figure 2b) . The histology report confirmed severe chronic inflammatory changes but no evidence of dysplasia or malignancy. Comment DCT was first described by Woolhouse in 1724 as a treatment for recurrent dacryocystitis secondary to acquired nasolacrimal duct obstruction. 1 However, after the introduction of DCR surgery, the use of DCT declined. At present, the main indication for DCT is excision of lacrimal sac tumours. However, other less common indications are recurrent dacryocystitis due to inflammatory causes such as Wegener's granulomatosis when there is a risk of subsequent nasalcutaneous fistula formation following DCR surgery 2 or recurrent dacryocystitis without epiphora. 3, 4 DCT differs from DCR surgery in that there is no osteotomy or breaching of the nasal mucosa and hence there is less risk of aspiration pneumonia due to intraoperative nasal haemorrhage. 5 Secondly, DCT is a safer procedure to perform on a frail, elderly patient than DCR as the surgical time is much shorter than that of external DCR surgery and the type of local anaesthesia required is safer in DCT. In DCR surgery under local anaesthesia, it is necessary to pack the nose with either cocaine or local anaesthetic and nasal decongestant and/or vasoconstrictive agent to prevent haemorrhage as well as infiltrate the lacrimal fossa with local anaesthetic and a vasoconstrictor. These agents can have significant systemic effects on frail, elderly patients, with exacerbation of systemic hypertension, tachycardia, dysrythmia, and a risk of myocardial toxicity due to their sympathomimetic action. 6, 7 DCT can be performed with standard local infiltration of the medial canthal area with lidocaine and adrenaline alone without the need for nasal packing.
Other authors have advocated the use of DCT in the management of chronic dacryocystitis when there is a dry eye. 3, 4 However, in this case the patient initially presented with epiphora and subsequently went on to develop acute dacryocystitis, then chronic dacryocystitis with fistula formation. The surgical choice of DCT over DCR was guided principally by the ill health of the patient. This patient has performed well, with no recurrence of dacryocystitis, fistula, or epiphora. We therefore advocate that surgeons consider DCT in some frail, elderly patients with chronic dacryocystitis as a safe alternative to DCR.
